Forty-five isolated tibial insert exchanges (forty-two patients) were identified from an institutional database. Patients were included only if they had had follow-up of two years or more, no history of infection, and implants determined to be well aligned and well fixed on the basis of preoperative radiographic evaluation and intraoperative examination. Of the total cohort, four patients (10%) subsequently had a revision and were excluded from a later questionnaire analysis. The primary clinical indication for an insert exchange was polyethylene wear in thirty-four knees (76%), stiffness in five knees (11%), instability in three knees (7%), and pain in another three knees (7%). For the thirty patients who completed the follow-up questionnaires (Oxford knee score, UCLA activity score, Western Ontario and McMaster Universities Osteoarthritis Index, and Short Form-12) at a mean follow-up of fifty-eight months, significant improvements were seen in most of the scores, with a mean satisfaction score of 79.5 points (on a scale of 0 to 100 points), indicating that the majority of the patients were highly satisfied with the procedure.
DISCUSSION
The present study showed an important patient-related benefit for an isolated revision using a tibial insert exchange. It is not the first one to describe good results, as similar findings were observed by Jensen et al. in a study of twentyseven patients (Acta Orthop. 2006 Dec; 77[6]:917-20) . It should be noted that in the investigation by Jensen et al., twenty-two of the patients also received a patellar resurfacing, so it is hard to compare these two studies. The present study is
Component Alignment Does Not Affect Manipulation Rates After Total Knee Arthroplasty
The authors studied 114 consecutive cementless posteriorly stabilized TKAs performed in 110 patients between March 2008 and February 2010. The authors did not exclude any patients with osteopenia, inflammatory disease, large angular deformities, limited range of motion, or greater than normal body mass index. The patient cohort consisted of sixty-five men and forty-five women who had a mean age of sixty-two years (range, thirty-eight to eighty-five years). Patient follow-up ranged from twenty-four to fifty months, with a mean of thirty-six months. At the time of the final follow-up, all implants demonstrated radiographic evidence of stable biologic fixation, with no evidence of loosening or progressive radiolucent lines. The mean postoperative Knee Society pain score was 94 points (range, 82 to 100 points), with a postoperative Knee Society function score of 84 points (range, 72 to 100 points). Only one patient developed a deep infection, but excluding this patient, survivorship was 100%.
DISCUSSION
Certainly, the poor historical results of cementless TKAs have led to the low volume of these prostheses being used presently. However, there have been multiple potential design improvements, including stronger implants, the use of tibial keels and screws, improved articular geometry and kinematics, and the use of adjunctive surface coating. These improvements have led to multiple recent reports of successful cementless designs (J Bone Joint Surg Br. 2007 Jan; 89[1]:34-8, Clin Orthop Relat Res. 2001 Jul; [388]:85-94, Clin Orthop Relat Res. 2001 Jul; [388]:41-50, J Arthroplasty. 2010 Jun; 25[4]:507-13, and Acta Orthop Belg. 2009 Apr; 75[2] :225-33). It bodes well that, at the time of the four-year follow-up in the present study, there was no aseptic component loosening and all of the components appeared radiographically to be biologically fixed and stable. It certainly behooves these authors to continue to follow these patients, which I believe they will do. I look forward to longer-term follow-up. Studies such as this one, which defines another potential fixation option for TKA, may swing the pendulum in a direction other than the use of all-cemented components.
for stiffness after a TKA are multifactorial; however, I agree that component alignment cannot be considered the most important determinant. Other factors, including diabetes, heterotopic ossification, inadequate pain management, and poor compliance with physical therapy, have been implicated in the past (HSS J. 2007 Sep; 3[2]:182-9, Knee. 2006 Mar; 13[2]:111-7, and J Arthroplasty. 2006 Jan; 21[1] :46-52). I think that the study was performed well, and it is certainly difficult to obtain a large group of patients who have had such an extensive CT evaluation. Therefore, even with negative results, this study is quite valuable. I am concerned that the mean range of motion at the time of the final follow-up was only 102° in the cohort that did not have an MUA. Stiffness after a TKA remains a large problem, and a study like this one should impel future investigators to try to evaluate other reasons why patients experience stiffness and whether there are any other prognostic factors as well as treatment techniques that can lower the incidence of this problem or make it more tenable for the appropriate treatment.
CONTENT IS CONTINUED ON PAGE 9 . Therefore, the purpose of this study by Lavernia and coauthors was to see whether insurance status affected access to lower-extremity arthroplasty procedures for patients with end-stage arthritis.
The authors studied 117 offices that were identified from a membership list of the American Academy of Orthopaedic Surgeons within a specific county in southern Florida. Each office was called on four separate occasions to make a hypothetical appointment for a fifty-five-year-old female patient (two calls for knee replacement and two calls for hip replacement). The call content encompassed asking whether the surgeons would see patients if they had only Medicaid or, on alternate attempts, if they had private insurance. If the office would not see patients with Medicaid, they were asked whether they could refer the patients to someone else who would see them.
All patients who had private insurance and called about the possibility of a total hip arthroplasty (THA) or a total knee arthroplasty (TKA) were given an appointment. However, when patients reported that their insurance was Medicaid, they were offered an appointment only 14.3% of the time for both THA and TKA. The mean time to obtain a THA appointment for a privately insured patient was 11.2 days, which was much less than the 24.0 days for a Medicaid patient. Similarly, the mean time for a TKA appointment was 8.0 days if the patient had private insurance versus 26.7 days for a patient with Medicaid. Another interesting finding was that 83% of the offices that would not see a Medicaid patient were unable to recommend an orthopaedic office that accepted Medicaid. None of the offices that offered privately insured patients an appointment recommended another orthopaedic office that accepted Medicaid.
Although some of the results of this study would be expected, it is hard for me to imagine that <15% of offices would accept Medicaid insurance. In addition, for those offices not accepting the insurance, 83% of those responding to calls from TKA patients and 100% of those responding to calls from THA patients could not even refer the patient for care. This is certainly surprising considering that <20% of the United States population has Medicaid insurance.
The results of this study are similar to various other orthopaedic studies with regard to children (N Engl J Med. 2011 Jun 16; 364[24]:2324 -33, Pediatrics. 2001 107[6]:1405-8, and J Pediatr Orthop. 2006 May-Jun; 26[3] :400-4). The authors also rightly point out that there may be other reasons besides financial ones that prompt orthopaedic surgeons not to accept Medicaid patients. These patients typically have a higher prevalence of substance abuse problems, worse general health, and worse outcomes after surgical procedures, including arthroplasties (Psychiatr Serv. 2009 Jan; 60[1]:35-42, J Health Care Poor Underserved. 1995; 6[1]:41-59, and Arch Intern Med. 2000 Mar 27; 160[6]:817-23 ). An interesting finding of the study was that <40% of the orthopaedic surgeons in this particular community performed THAs and TKAs regardless of insurance. This situation may forebode a problem in the field with regard to patient access to these interventions in general. The authors acknowledged the potential limitations of the study in that it was compiled from an urban area and was a small sample, which may not be generalizable to the rest of the country. Nevertheless, I think that it is noteworthy to point out the potential shortcomings of our health system for treating a large group of prospective arthroplasty patients. This is especially important in light of the fact that this population of patients will most likely increase over the coming years. 
Safety and Efficacy
In the Gel-One Hyaluronate clinical study, pain relief was measured at 1, 3, 6, 9, and 13 weeks demonstrating statistically significant improvement over the Phosphate Buffered Saline control (PBS 
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Log on to learn more, view surgeonto-surgeon training opportunities and register online for all Zimmer Institute courses and events. . In addition, it has been found that some patients complain of postoperative thigh pain, which is presumably caused by the pressure from the inflated tourniquet on the nerves and local soft tissue. Because of these various issues, Tai and coauthors performed a prospective randomized trial to evaluate the effects of tourniquets on reducing blood loss and to assess soft-tissue damage.
Contact your Zimmer
In this study, seventy-two patients undergoing a primary TKA were randomized equally to a tourniquet group or a non-tourniquet group. All of the procedures were performed through a medial parapatellar approach, with an intramedullary guide for both the tibial and the femoral cuts, and no drains were used. The authors noted that more electrocautery was used to facilitate the procedure in patients without a tourniquet. Patients in the tourniquet group had smaller decreases in hemoglobin levels and less blood loss compared with the non-tourniquet group (p < 0.05). The patients in the tourniquet group also had smaller increases in levels of C-reactive protein and creatine phosphokinase compared with the non-tourniquet group (p < 0.05). The non-tourniquet group had slightly less postoperative thigh pain and knee pain, which was significant only on postoperative day 4 (p = 0.014 for thigh pain and p = 0.033 for knee pain). There was no difference in the average duration of hospital stay between the groups.
DISCUSSION
It was surprising to me that in this prospective study there was potentially more soft-tissue injury when a tourniquet was not used. Perhaps this is reflected in the more extensive dissection that was necessary or the limitations of the exposure when there was a bloodier field. On the other hand, it was nice to see that a tourniquet did not have any apparent untoward soft-tissue effects and did achieve the goal, resulting in less blood loss. There were also no differences between the groups in terms of postoperative swelling, duration of hospital stay, and recovery progress. The small increase in pain that was found in the tourniquet group is not clinically relevant, in my opinion, and was found to be significant only on day 4. This certainly does not justify omitting the use of a tourniquet. I liked this study because it was conducted in a prospectively randomized manner. Its shortcomings include the difficulty in drawing conclusions from such a small number of patients (n = 72). I would like to see whether these types of results hold up in studies that are done with a much larger group of patients, as well as at multiple centers. It is possible that the use of a tourniquet may lead to other problems that might not be found in such a small study. The authors are to be commended for performing this prospective randomized trial focused on an important topic.
Joseph T. Moskal, MD Carilion Clinic Orthopaedics Virginia Tech Carilion School of Medicine

SUMMARY
Registry data associate worse rates of implant survival for unicompartmental knee arthroplasty (UKA) compared with total knee arthroplasty (TKA). Baker et al. performed survival analyses to assess revisions for unexplained knee pain after both types of knee arthroplasties. Using Cox regression analysis (adjusting for age, sex, American Society of Anesthesiologists grade, and indication), they determined that revision for unexplained knee pain was more common after UKA. Even when revisions for unexplained knee pain were discounted, UKA still had a higher risk of revision.
DISCUSSION
Baker et al. discussed the use of revision for any reason as an end point for TKA analysis and the fact that it has been chalOrthop Relat Res. 2009 Jun; 467[6] :1568-76). There is still controversy concerning the safety of performing these procedures (Clin Orthop Relat Res. 2008 Nov; 466[11]:2617 -27, Anesthesiology. 2009 111[6]:1206-16, and J Bone Joint Surg Am. 2007 Jun; 89[6] :1220-6). In light of these factors, Memtsoudis et al. used data collected between 1999 and 2008 to assess whether there were any changes in the demographic characteristics of patients having bilateral TKAs over time, in the length and cost of hospitalization, and in the incidence of major complications and mortality.
To perform the study, the authors assessed the Nationwide Inpatient Sample data files (www.hcup-us.ahrq.gov/nisoverview.jsp).
The authors found that an estimated 258,524 bilateral TKAs were performed between 1999 and 2008 in the United States. In the same time period, the number of annual bilateral TKAs increased from approximately 19,000 procedures in 1999 to >33,000 procedures in 2008, an increase of 75%. In this bilateral subgroup, the patient age and the number of patients insured through Medicare also decreased each year. There was a trend toward more women having bilateral TKAs, and there was an increase in their overall comorbidity burden. The average length of stay decreased from 4.98 days to 4.01 days. In-hospital mortality decreased at an average rate of 9.8% per year, with an unadjusted decrease in incidence from 0.42% to 0.16% per 1000 inpatient days. When adjustments for length of stay were considered, the authors found an increased rate in the occurrence of pneumonia, pulmonary embolism, and nonmyocardial infarction cardiac complications.
This was certainly an interesting study because of the many prior attempts to assess the safety and efficacy of performing simultaneous bilateral TKAs. It is surprising to this reviewer that although the patients were younger and would be presumed to be healthier, there was an increased rate of morbidity over time in terms of postoperative complications. It is nice to see that the mortality rate of this procedure greatly decreased during this time period. One should also note that although the number of bilateral procedures has increased tremendously, it has been coincident with a larger increase in the number of unilateral TKAs, so the proportion of bilateral procedures has remained fairly constant at 6%. Other findings that should be noted are that many reports have shown that the majority of life-threatening complications after TKA occur in the first few days postoperatively, with most of these patients having no identifiable risk factors (Anesthesiology. 
SUMMARY
Hopley et al. evaluated twenty-nine papers of varying levels of evidence reporting Knee Society scores and survivorship using the Low Contact Stress (LCS) Rotating Platform (RP; DePuy) for primary total knee arthroplasty (TKA). These data were compared with non-RP TKAs gathered from various registries. Knee Society scores, both clinical and functional, were comparable for the RP group and the non-RP group for up to fifteen years following primary TKA. Rates of survivorship for up to fourteen years were higher for RP than for the non-RP TKAs.
DISCUSSION
By including all levels of evidence in their search for published data on RP TKA, Hopley et al. were able to create a large dataset of 6437 TKAs. This dataset was then compared with national joint registry data when the performance of non-RP TKAs could be separated out or when the population of designs that were neither LCS nor RP was <3% of the whole. This method of constructing a meta-analysis is a bit unorthodox, because meta-analyses usually contain comparative studies only (treatment group versus control group) and ideally contain random control studies only. However, this was a well-developed method that is not patently wrong when comparing two populations in this manner.
The findings for RP and non-RP TKAs were also clearly presented in that (1) there were no significant differences in preoperative Knee Society clinical or functional scores, an indication of well-matched populations; (2) there were no significant differences in postoperative Knee Society clinical or functional scores, leading to the conclusion that there were no differences for these populations; and (3) significant differences were detected in the rates of survivorship at all time points between five and ten years, indicating that patients in the RP group were less likely to undergo revision for any reason compared with those in the non-RP group.
lenged as discriminating against UKA. This approach did not answer the question "Why are revisions happening?" Thus, Baker et al. addressed the question "Are more UKA than TKA implants revised for unexplained knee pain?"
Using the National Joint Registry database for primary knee arthroplasties (April 2003 to December 2010), they analyzed 402,714 cases (35,749 UKAs and 366,965 TKAs). The raw revision rates for any reason were 4.4% for UKA and 1.2% for TKA, and the percentages of the revisions for unexplained pain were 23% for UKA and 9% for TKA. The Kaplan-Meier survival rates at five years, with the revision rate for unexplained pain as the end point, were 1.6% for UKA and 0.2% for TKA. Baker et al. found that when revisions for unexplained pain were removed from the analysis, there continued to be a higher risk of revision after UKA compared with that after TKA.
Limitations of the study included (1) a short maximum duration of follow-up (eight years), and (2) the identification of revisions from registry data that may not be entirely accurate. A limitation of some previous analyses comparing revision rates of UKA and TKA was that the reasons for revision were not considered.
Potential explanations for their findings include (1) if revision after UKA is perceived as a simple and easy procedure that would benefit the patient, then perhaps there is a lower threshold for performing them; (2) more patients with a UKA implant have unexplained pain than do patients with TKA implants; and (3) UKA produces less consistent outcomes than does TKA.
Baker et al. showed that UKA implants were revised for knee pain more often than were TKA implants; however, they were unable to determine the reason for this finding.
